Case presentation A 6-month-old female infant with an absent left thumb ( Figure 1 ) was referred to a pediatric surgeon because of rectal prolapse. She was the full-term product of an uncomplicated pregnancy. Physical examination showed a pelvic mass anterior to the rectum. Therefore, a pelvic sonogram ( Figure 2 ) and computed tomography ( Figure 3 ) were obtained. The pelvic sonogram showed a fluid-filled tubular structure separate from the uterus anteriorly, and from the rectum posteriorly. The computed tomography scan confirmed this slightly left-sided tubular structure. At the time of the CT, no contrast given orally was seen to enter the left-sided tubular structure. The child was taken to the operating room for a better evaluation by means of cystoscopy, vaginoscopy and colonoscopy. Cystoscopy and vaginoscopy were normal without a bladder septation or fistula being identified. A small pit was identified in the rectal wall just above the anus, which was catheterized and contrast injected (Figure 4) .
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The contrast enema at the time of colonoscopy showed a tubular colorectal duplication communicating with the distal Figure 1 Single frontal radiograph of the left hand. The thumb is absent. Figure 2 Longitudinal sonograms of the pelvis. Longitudinal (a) and transverse (b). Behind the uterus (Ut) and anterior to the rectum (R) is a tubular structure (arrow) with an echogenic central structure, related to the mucosa, and a hypoechoic periphery related to the muscular wall. These findings are the characteristic sonographic signatures of the bowel.
sigmoid proximally and with the rectum at the 'pit'. The child then underwent a mucosectomy of the enteric tubular duplication and an excision of the common wall between the rectum and the duplication. The mucosal lining that was removed showed a normal colonic mucosa.
Denouement and discussion
Enteric duplications are uncommon anomalies that arise anywhere along the alimentary canal from the tongue to the anus. 1 They are of two types, namely spherical cystic and tubular. Approximately 82% of enteric duplications are spherical cysts. 1 Duplications are characterized by three criteria developed by Ladd and Gross: 2 (1) continuity or adherence to a part of the alimentary tract, (2) a smooth muscle wall and (3) a mucosal lining of one or more cell types typically found in the alimentary canal. The etiology of duplications is uncertain and various etiologies have been proposed, including aberrant luminal recanalization, abortive twinning, persistent embryological diverticula and sequela of split notochord syndrome. None of these satisfactorily account for all duplications. Duplications are most common in the ileum and esophagus, followed in order by the large bowel, jejunum, stomach and duodenum.
Hindgut (colo-recto-anal) duplications account for 13% of all duplications.
1 Four types have been described: appendiceal, colorectal cystic duplication (the most common type), colorectal tubular duplication and anal canal duplication. 1, 3, 4 Colorectal tubular enteric duplications are twice as common in females as in males. 1, 5 They are frequently associated with anomalies in other organ systems. A total of 80% have had anomalies in at least one other organ system, and 55% in three or more. 5 The patient presented in this study had a single skeletal anomaly, an absent thumb. Other described skeletal anomalies include vertebral segmentation anomalies and pelvic anomalies, such as widened symphysis pubis and genitourinary anomalies including exstrophy, septated bladder, bifid scrotum and duplicated urethra. 5 Five types of colorectal tubular duplications have been described: 5 type 1, two separate perineal ani; type 2, female with a recto-vaginal, recto-vulvar or recto-perineal fistula; type 3, male with recto-vesicle or recto-urethral fistula; type 4, duplication with imperforate anus of either or both the tubular duplication and native rectum; and type 5, single anus with communicating Tubular colorectal duplication TE Herman and MJ Siegel duplication proximally and distally, mostly seen in females. The patient presented in this study corresponds to type 5. Type 4 has the highest incidence of skeletal anomalies and the worst prognosis.
Rectal prolapse with anterior communicating colorectal tubular duplication is a rare occurrence. 6 However, among the pelvic masses associated with rectal prolapse, enteric communicating duplication in a female has been previously described. 6 Imaging should include cross-sectional imaging to exclude genitourinary anomalies. The most helpful diagnostic study is a contrast study simultaneously opacifying the native colon and the tubular duplication. 1 Owing to the risk of hemorrhage and malignant degeneration of the duplicated mucosal segment, a complete surgical excision of the mucosa is considered as the procedure of choice. 6 
